We present the case of a 35-year-old man with a hemangioma in the iliac wing that simulated an aggressive bone lesion on CT, MRI, and bone scintigraphy. On CT, the lesion, 12 cm in in maximum dimension, was expansile and septated. On MRI, the lesion was isointense with respect to muscle on T1 weighted images, and hyperintense on T2 images, with focal regions of cortical breach. Radionuclide bone scan showed increased tracer accumulation. The diagnosis was made following surgical biopsy, and the lesion was treated conservatively.
Introduction activity and weightbearing. The patient denied any prior trauma. He did not have any fever, chill, night sweat or weight loss. Right hip radiographs showed an expansile and septated lesion affecting the right acetabulum. Pelvic CT confirmed the large and aggressively appearing acetabular lesion with diffuse trabecular destruction. The tumor had cortical bone expansion with multiples foci of osseous erosion and disruption ( Fig. 1, arrows) . The tumor measured 8 x 5 x 12 cm extending from the inferior ilium to the ischium without definite adjacent soft tissue invasion. MRI showed a large lesion of the left iliac bone involving the acetabulum and ischium (Fig. 2, arrows) . The mass was isointense to muscles on T1-weighted images and hyperintense on T2-weighted sequences. Cortical breaches were detected at the medial aspect of the acetabulum and iliac bone. There was no hip joint mass or effusion. Since CT and MRI showed features of an aggressive tumor, bone scan was obtained for search of potential metastasis. The whole body technetium-99m MDP scintigraphy showed increased radiotracer uptake of the right acetabulum and right ischium (Fig. 3 , arrows) but did not detect any additional osseous lesion. An initial CT-guided bone biopsy showed rare fragments of reactive woven bone, several irregular aggregates of spindle cells with round to oval shaped nuclei, bland-appearing chromatin patterns and Osseous hemangiomas are rare and represent about 1% of all bone tumors [1, 2] . The majority of these benign bone lesions, close to 80%, are encountered in the spine especially thoracic and lumbar, and cranio-facial bones. Tubular and long bone sites account for 10% of the total. Pelvic bone hemangioma is uncommon, seen only in 3-4% of all cases [3] [4] [5] [6] . Intraosseous hemangiomas are usually seen in a middle-aged patient population with female gender predilection even though they can occur at extreme ages of both sexes. Their pathogenesis may be secondary to congenital, developmental or acquired vascular proliferations [7] . Incidental finding is frequent on cross-sectional imaging for the majority of osseous hemangiomas, which are asymptomatic. A small percentage of these benign tumors are detected secondary to pain symptomatology related to their weight-bearing location such as pelvic girdle and lower extremities [6, 8] .
Classic radiographic patterns include bone demineralization with coarsely prominent vertical trabeculae and corduroy appearance. CT usually shows well-marginated focal areas of decreased bone attenuation with polka-dot or honeycomb appearance. MR frequently demonstrates high signal intensity on T2 weighted sequences and variable degrees of increased signal intensity on T1-weighted images depending of the vascular and fat components of the lesion [2] . Sunburst and spoke-wheel features may be seen with calvarial hemangiomas, which are multiple in 15% of the cases [3] . Similar to this case presentation, osseous hemangiomas may mimic malignant neoplasms with aggressive looking patterns of cortical bone expansion and destruction. The unusual pelvic and appendicular bone sites with atypical imaging features and pronounced clinical symptomatology would heighten the suspicion for Discussion malignancy. Technetium-99m MDP bone scintigraphy is non-specific with either variable degrees of radiotracer uptake or absence of tracer accumulation [9] [10] [11] [12] .
As seen in other rare cases of hemangiomas around the hip joint, the differential diagnosis includes a large spectrum of expansile lytic lesions such as aneurysmal bone cyst, eosinophilic granuloma, fibrous dysplasia, giant cell tumor, plasmacytoma, brown tumor, malignant fibrous histiocytoma, and metastasis. Correct histological tumor identification is necessary for treatment. Routine biopsy may be challenging and non-contributory due to insufficient material. En-bloc open biopsy should provide adequate specimen showing dilated vascular channels lined with endothelial cells characteristic of hemangioma. Large skeletal hemangiomas may be prone to osseous deformities at weight-bearing sites, pathologic fractures, spontaneous bleed, iatrogenic hemorrhage secondary to biopsy or surgery, and malignant degeneration [6] . Treatment is conservative for asymptomatic and small hemangiomas. Surgery by curettage and bone graft is indicated for small symptomatic ones. Large symptomatic or incompletely resected hemangiomas may benefit from radiation therapy with long term improvement of symptoms and tumor no apparent mitotic figures. The spindle cells were in a fibromyxoid matrix with presence of scattered thin-walled blood vessels and rare giant cells. There was no histologic evidence of plasmacytoma or giant cell tumor. This CTguided biopsy was not diagnostic but favored a low-grade neoplasm. A subsequent surgical open biopsy reached the diagnosis of iliac bone hemangioma. Due to the large size of the tumor, a conservative approach was observed. Close follow-up for two years showed continuously increasing pain requiring radiation therapy. Additional two-year posttherapeutic monitoring witnessed clinical improvement with stability of the iliac hemangioma on cross-sectional imaging.
